shortening the time factor between injury and initial treatment and resuscitation efforts. The educational program was not provided based on a teaching manual for pre-hospital ca re in low and middle income com mu n i t i e s . 6 Education was given at different levels to different populations, and the results are described in the article.
The reduction in mortality at the follow-up is impressive. The reduction in mortality rates can be due partially to technological developments, staff professionalization and learning in the hospitals, and the shorter time to receiving treatment. The Saghafinia et al report does not elaborate on other outcomes of the landmine casualties. It is interesting to hypothesize the outcomes on morbidity rates-such as disabilities and amputations. Has early enhancement of therapy reduced morbidity outcomes and saved limbs and quality of life for some victims?
There is no doubt that applying broad-reaching educational programs is a key factor for saving lives not only in landmine polluted regions and war zones, but also in rural areas throughout the world. Motor vehicle crashes, farm and industrial accidents, penetrating wounds from guns, knives, and glass, and other causes of injury lead to high mortality rates. In a review conducted by the University of Missouri Health Sciences Center, 7 which serves a predominately rural area of 10,000 square miles, researchers noted higher rates of amputations and complications in trauma patients than experienced at urban centers. The average delay between injury and arrival at the center was 3.4 hours. Main predictors of amputation or mort a l i ty we re the seve ri ty of injuries and the time lapse befo re initiation of defi n it i ve thera py. It is re a s onable to assume that the enhancement of basic medical education provided to the public can improve outcomes; although there is no proof that prompt initiation of life support can provide reduced rates of amputations and morbidity.
The art i cle does not provide details on the unifo rm i ty of the pro g ram and con t rol over medical educa t i on . M o d e rn t e chnologies provide us with numerous methods and techniques for providing centra lly con t ro lled educa t i on in ru ra l a re a s . Te chniques ra n ge from video cassettes to online interac t i ve classes and video con fe re n c e s . It is com m on to use m e d i cal simulators for surgical skills tra i n i n g, and ad a p t i n g s u ch techniques for population educa t i on can enhance the t ra i n i n g, p rovide better con t ro l , and more import a n t ly, a ll ow rapid implementation of improvements and modifi ca t i on s , s h a ring the pro g ram with other needy population s .
Two take-home messages must be learned from Saghafinia et al. The first and most significant message is that the use of anti-personnel landmines should be banned due to their horrific effects long after the confrontation has deteriorated. The second message is the importance of basic, trauma-oriented medical education in every region that lacks accessible hospital services.
Finally, we congratulate Saghafinia et al for their scientific and humanitarian effort and wish that global peace will be the definitive solution to landmine injuries and to all other war-and terrorism-related injuries around the world. The practice of marking and mapping minefields often was neglected during times of conflict. Therefore, many unmarked and unexpected regions are saturated with landmines. Although the clearance of landmines should be of top priority, fencing and clearly marking landmines can reduce the number of victims substantially. Fencing large areas with barbed wire can prevent nomads and travelers from entering polluted areas, and serve as a temporary solution at a negligible cost compared to neutralization.
Since landmines can infest large areas, and since they tend to glide and migrate with time, it seems that as long as they exist, accidents and injuries are bound to occur. In this article by Saghafinia et al, the authors considered that despite all efforts and actions taken globally, landmines still wound and kill civilians. 4 Minefields are placed in rural areas and war zones with poor populations that lack modern primary care facilities and transportation capabilities. In those areas, the mean time from injury to arrival to an emergency center is more than hour, and the time to arrival at a hospital is nearly three hours. For trauma victims, the required essentials of treatment include controlling respiratory function, hemorrhagic shock, and preventing infection. Successful treatment depends mostly on first aid, resuscitation, quick transport, surgical therapy, and intensive care. 5 Due to the unavailability of emergency services, an educational program that applies basic medical training to different sectors of the population was constructed. The data from the S aghafinia et al study showed a significant decrease in mortality-from 36.4% to 27%, merely due to 
